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Clostridium septicum is an anaerobic, spore-forming and
toxin-producing gram-positive rod with peritrichous fla-
gella. Septicemia due to this organism is severe and has
an overall mortality rate of 33–64% [1, 2]. Clostridium
septicum is a known cause of gas gangrene. However, the
clinical importance of Clostridium septicum septicemia
lies in its association with gastrointestinal or hematologic
malignancy, with the most common site being adenocar-
cinoma of the right colon [3]. Vascular infection with
Clostridium septicum has rarely been reported and might
occur when circulating bacteria infect an atheromatous
lesion during bacteremia [4, 5]. Here, we describe a
patient with occult adenocarcinoma of the colon who
presented with early-stage clostridial aortitis that pro-
gressed to an infected aneurysm.
A 55-year-old man was admitted to hospital with
abdominal pain and fever in August 2002. He had a 3-
year-history of primary biliary cirrhosis, and 20 years
previously a seminoma had been treated with radiother-
apy. On examination, he had a temperature of 38C. The
abdomen was tender with no palpable masses.
Blood tests showed a raised leukocyte count of
13103/mm3 with 75% neutrophils and 39% band forms,
an elevated C-reactive protein level of 194 mg/l, and
raised alkaline phosphatase of 235 U/l and gamma
glutamyltransferase of 176 U/l. The hemoglobin concen-
tration was 6.1 g/dl. Blood cultures grew an anaerobic rod
identified as Clostridium septicum. Computed tomogra-
phy (CT) showed an infrarenal periaortic mass (Fig. 1).
The differential diagnosis included infectious aortitis,
retroperitoneal lymphadenopathy, fibrosis, or neoplasm.
Intravenous therapy with amoxicillin clavulanate and
metronidazole was initiated, and the patient’s condition
improved rapidly.
Colonoscopy and CT revealed a large adenocarcinoma
of the transverse colon. After 2 weeks of antibiotic
therapy the transverse colon was surgically resected.
Histology confirmed the presence of an ulcerating
adenocarcinoma without lymph node involvement. An
intraoperative periaortic lymph node biopsy showed
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Fig. 1 Abdominal computed tomography scan showing circumfer-
ential soft-tissue thickening around the aorta (early-stage aortitis) at
hospital admission
chronic inflammation but no bacteria or neoplasia.
Therapy with amoxicillin/clavulanate and metronidazole
was continued for a total of 4 weeks followed by
levofloxacin for 3 weeks. A CT scan performed 4 weeks
after initiation of antimicrobial therapy showed regression
of the periaortic swelling (Fig. 2), but 3 months after
admission, the patient again complained of increasing
abdominal pain. There was no fever, but his leukocyte
count and C-reactive protein level were elevated, and
blood cultures grew Clostridium septicum. Computed
tomography showed an increase in the size of the
periaortic mass, expansion of the infrarenal aorta (up to
3 cm), and an anterior disruption of the aortic mural
calcification (Fig. 3).
On surgical exploration, a saccular aneurysm of the
inflamed aorta was found close to the renal arteries.
Aortic graft placement was not performed, however,
because the necessary clamping of the renal and mesen-
teric arteries was considered of high risk at that time,
given the patient’s reduced general condition. Instead,
antibiotic therapy with levofloxacin was reinstated. Nev-
ertheless, in the following weeks the patient’s condition
worsened. The patient refused further treatment and died
5 months after hospital admission from uncontrolled
sepsis.
At present, 18 cases of Clostridium septicum aortic or
iliac infections have been reported in the literature [4, 5,
6, 7, 8, 9]. These cases were diagnosed during late-stage
disease or at autopsy with infected aneurysms and gas in
the surrounding tissues [4] or in connection with a
dissecting or ruptured aneurysm [6]. All patients were
older than 60 years (mean age, 73.6 years). Adenocarci-
noma or polyps were found in the colon of 13 patients.
Hematologic malignancy was present in one patient. Most
of the patients had diabetes and severe atherosclerosis.
Atherosclerotic lesions appear to facilitate hematogenous
seeding of the arterial wall during bacteremia from the
distant focus. Eleven patients died, most of them soon
after diagnosis of the aortic infection. All eight patients
who survived were treated with a combination of surgery
and antibiotic therapy.
The patient we describe here was distinct from the
patients reported previously in that the diagnosis of
aortitis was made at an early stage in a comparatively
young patient and prompt antibiotic treatment led to rapid
clinical improvement and regression of the aortitis on CT.
Initially, antibiotic treatment was considered sufficient
and graft replacement was not performed. However, a
false aneurysm developed, despite prolonged antibiotic
treatment, and Clostridium septicum septicemia recurred,
leading to death.
A periaortic soft tissue mass, increased contrast
enhancement, and a normal-sized aorta, as observed in
our patient, are the characteristic findings of early aortic
infection on CT [10]. Rapid disease progression with
expansion of the aortic lumen, formation of saccular
aneurysms, and aortic rupture has been documented
previously [5]. The present case illustrates that once
Clostridium septicum becomes established in arterioscle-
rotic lesions, it cannot be eradicated with antibiotic
therapy alone. Infection of the aorta should therefore be
treated by both debridement of the infected segment, with
proper reconstruction, and indefinite antibiotic therapy. In
addition, the identification of Clostridium septicum in
blood cultures should always prompt a search for
associated occult malignancy.
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